An otherwise healthy 13-year-old girl was referred to the pediatric cardiology outpatient clinic for evaluation of a newly observed systolic murmur. She was normally physically active without symptoms on exertion except for one episode of syncope two months earlier. She then was riding a bike and on climbing off the bike she was observed to hyperventilate, had parestesias of both hands followed by a short loss of consciousness. Family history was negative for any cardiac event. Clinically the systolic murmur was judged a functional ejection murmur but an Echo was done and revealed an enlarged (6 mm) right coronary artery ( fig.  3 ) with huge collaterals especially in the septal region ( fig. 4) , the origin of the left coronary artery was seen in the pulmonary trunk with turbulent retrograde flow in the color Doppler ( fig. 5 ). LV ejection fraction was 68% but the LV was slightly dilated with a mild mitral regurgitation. Cardiac catheterisation confirmed the suspected anomalous origin of the left coronary artery from the pulmonary trunk ( fig. 1 and 2) , the patient was advised to undergo surgical correction with reimplantation of the left coronary artery in the aorta.
Case report
An otherwise healthy 13-year-old girl was referred to the pediatric cardiology outpatient clinic for evaluation of a newly observed systolic murmur. She was normally physically active without symptoms on exertion except for one episode of syncope two months earlier. She then was riding a bike and on climbing off the bike she was observed to hyperventilate, had parestesias of both hands followed by a short loss of consciousness. Family history was negative for any cardiac event. Clinically the systolic murmur was judged a functional ejection murmur but an Echo was done and revealed an enlarged (6 mm) right coronary artery ( fig.  3 ) with huge collaterals especially in the septal region ( fig. 4) , the origin of the left coronary artery was seen in the pulmonary trunk with turbulent retrograde flow in the color Doppler (fig. 5). LV ejection fraction was 68% but the LV was slightly dilated with a mild mitral regurgitation. Cardiac catheterisation confirmed the suspected anomalous origin of the left coronary artery from the pulmonary trunk ( fig. 1 and 2 ), the patient was advised to undergo surgical correction with reimplantation of the left coronary artery in the aorta.
Discussion
Anomalous left coronary artery origin from the pulmonary artery (ALCAPA or Bland-WhiteGarland syndrome) is a very rare congenital anomaly which usually becomes symptomatic in the first months of life. The infants then show signs of congestive heart failure and the picture of dilative left ventricular cardiomyopathy. In the presymptomatic period (first weeks of life) the babies typically exhibit a chronic mild troponinaemia and a slowly progressive dilatation and dysfunction of the left ventricle [1] . A few case reports described the very unusual observation of asymptomatic survival of this disease into adulthood [2] . Once diagnosis is made, surgical correction is recommended for the risk of sudden cardiac death (documented in asymptomatic patients) and for the left to right shunting with left heart volume overload as also observed in our patient. 
